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Abstract
Introduction and hypothesis This study focussed on the
factors which predict the presence of symptoms of overactive
bladder (OAB) after surgery for pelvic organ prolapse (POP).
Methods Consecutive women who underwent POP surgery
with or without the use of vaginal mesh materials in the
years 2004–2007 were included. Assessments were made
preoperatively and at follow-up, including physical exam-
ination (POP-Q) and standardised questionnaires (IIQ, UDI
and DDI).
Results Five hundred and five patients were included with a
median follow-up of 12.7 (6–35) months. Bothersome
OAB symptoms decreased after POP surgery. De novo
bothersome OAB symptoms appeared in 5–6% of the
women. Frequency and urgency were more likely to
improve as compared with urge incontinence and nocturia.
The best predictor for the absence of postoperative
symptoms was the absence of preoperative bothersome
OAB symptoms.
Conclusion The absence of bothersome OAB symptoms
preoperatively was the best predictor for the absence of
postoperative symptoms.
Keywords Overactive bladder.Urgency.Urge
incontinence.Frequency.Nocturia.Pelvic organ prolapse
Introduction
Pelvicorganprolapse(POP)isaprevalentproblem,whichhas
been reported to affect 50% of parous women [1]. Eleven
percent of the women will have undergone an operation for
prolapse or urinary incontinence by the age of 80 [2].
Symptoms of an overactive bladder (OAB) are often
found in patients with POP. According to the International
Continence Society, OAB is defined as urgency with or
without urge incontinence, usually with frequency and
nocturia [3]. This term can only be used if there is no
proven infection or “obvious pathology” [3]. POP is in
general not considered as “obvious pathology”.I ti s
generally accepted that OAB is a highly prevalent disorder
that increases with age in both sexes and that has a
profound impact on quality of life.
Community [4, 5] based studies showed that the
prevalence of OAB symptoms is higher in patients with
POP than without POP. Treatment of POP (surgery,
pessaries) results in an improvement of the OAB symptoms
[6]. It is not known which factors predict the persistence or
disappearance of OAB symptoms after POP surgery.
This study focussed on factors which predict the
presence of symptoms of overactive bladder after surgery
for pelvic organ prolapse.
Methods
The study group consist of consecutive women who under-
went pelvic organ prolapse surgery with or without mesh in
the years 2004–2007 in two large hospitals in the Netherlands
(Radboud University Nijmegen Medical Centre and Reinier
de Graaf Group Delft). The mesh we used was the Prolift®
system. This was used in various combinations in the anterior
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central compartment (18%). All patients included completed
questionnaires before surgery and at follow-up. The patient
self-reported questionnaire is a composite of internationally
well-known questionnaires that have been validated for the
Dutch language. It contains disease-specific questions from
the validated Dutchtranslation ofthe IIQ [7]a n dU D I[ 7]a n d
the DDI [8]. Patients rate the amount of bother of each
symptom on a five-point Likert scale, from 0 (no complaints)
to 4 (very serious complaints). Scores on various domains
are composed [9] on the basis of their Likert scale values on
a scale ranging from 0 (best quality of life) and 100 (worst
quality of life).
Preoperatively, all women underwent a full gynaecological
examination including the POP-Q quantification score [10]
and were invited for a postoperative visit 6 months and 1 and
2 years after operation in which the POP-Q was repeated and
questionnaires were filled out. The last available follow-up in
each patient was used in this study, and thus, the minimum
follow-up was 6 months.
Patient characteristics and peri-operative complications
were collected from the medical files.
Procedures were performed or supervised by senior (uro)
gynaecologists. Preoperatively, none of the women were on
bladder training or used antimuscarinics. Postoperatively, it
appeared that a small number of women had utilised
bladder training, usually advised by a general practitioner
or physiotherapist in the period between operation and her
control visit. None of the patients were on antimuscarinics
at the time of follow-up. All data were collected and
analysed in the context of a Quality of Care project, which
was formally deemed exempt from CME/IRB approval.
Measurements
For this study, the bother of OAB symptoms was
dichotomized in patients who were asymptomatic or with
only little or no bother versus those with symptoms and
moderate to severe bother.
Data are presented as number of women (percentage),
mean (standard deviation) or median (range) as appropriate.
McNemar test was used to compare the difference between
the bother of OAB symptoms before and after operation, and
the paired t test was used to compare the difference in the
domain scores. Logistic regression was used for uni- and
multivariate analysis. For logistic regression, the backward
elimination procedure was used. Variables with a P<0.3 in
univariate analysis were included in the multivariate
analysis. Odds ratios (OR) and 95% confidence intervals
(CI) for each of the OAB symptoms are presented. The
level of significance was set at alpha of 0.05. All data were
entered and analysed in a SPSS 15.0 database for Windows
(SPSS, Inc., Chicago, IL, USA).
Results
Table 1 shows the characteristics of 505 women included in
this study. The median duration of follow-up was 12.7 (6–
35) months. Only 21 patients underwent concomitant
urinary stress incontinence surgery. Table 2 gives the
overall and compartmental pre- and postoperative POP-Q
stages showing a significant improvement for all compart-
ments. In Tables 3, the prevalence of pre- and postoperative
OAB symptoms is presented. De novo symptoms with
moderate to severe bother are mentioned separately. For all
symptoms, there was a significant improvement after POP
surgery. Table 4 also shows the various UDI domain scores
demonstrating an improvement in all domains, including
the domain of OAB.
InTable5, the various possible risk factors for the presence
of postoperative moderate to severe OAB symptoms,
including the de novo symptoms, are presented in a univariate
Table 1 Patient characteristics, details of previous pelvic operations
and characteristics of surgery in the study group
Number of patients 505
Age (years)
a 61 (32; 93)
Parity
a 2 (0; 8)
Body mass index (kg/m
2)
a 26 (17; 42)
Postmenopausal status
b 428 (88.1%)
Hormone replacement therapy
b 32 (6.5%)
Previous urogynaecological surgery
Anterior compartment
c 184 (36.4%)
Posterior compartment
c 174 (34.4%)
Central compartment
d 308 (64.0%)
Incontinence surgery
e 66 (16.0%)
Comorbidity
Central nervous system disease 43 (8.5%)
Cardiovascular disease 107 (21.2%)
Respiratory disease 36 (7.1%)
Gastrointestinal disease 47 (9.3%)
Endocrine disease 49 (9.7%)
Musculoskeletal disease 71 (14.1%)
Type of surgery
Anterior compartment 321 (63.6%)
Posterior compartment 398 (78.8%)
Central compartment 98 (19.4%)
Use of vaginal mesh material 253 (50.1%)
Stress incontinence surgery 21 (4.2%)
aData are presented as number of women (percentage) or median (range)
bNote that data on 19 patients are missing
cNote that data on 18 patients are missing
dNote that data on 15 patients are missing
eNote that data on 21 patients are missing
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presence of moderate to severe bother of symptoms after
operation. An OR>1 indicates that the factor is positively
correlated with the outcome variable; an OR<1 indicates that
the factor has a negative correlation with postoperative OAB
symptoms.
Table 6 shows the multivariate analysis of the OAB
symptoms.
Discussion
The present paper reports on a study on OAB symptoms in
relation with POP surgery and especially risk factors for the
presence of postoperative OAB symptoms. Overall, an
improvement of OAB symptoms after POP surgery has
been found, which is in line with the existing literature [11–
20]. Very few studies paid attention to de novo OAB
symptoms. We specifically looked at de novo OAB
symptoms and found, between the various symptoms, a
surprisingly similar amount of 5–6%. We identified only
one study on de novo symptoms, and the authors detected a
much higher percentage of women with de novo OAB
symptoms (21.6%) [15]. This could be explained by the
fact that in our study, only women with moderate or severe
bother of OAB symptoms were included. In our view, this
is the more relevant outcome measure.
When comparing the various symptoms of OAB, it
appeared that frequency and urgency showed more improve-
ment (with an improvement of 28%) as compared to urge
incontinence and nocturia (12% and 14% respectively). As
expected,theimprovementinOABsymptomsisalsoreflected
in the improvement found in the UDI OAB domain score.
Predictive factors
This is the first study on predictive factors for postoperative
OAB symptoms. We have studied this in a uni- as well as a
multivariate model. It appeared that patient characteristics
such as age and BMI did not influence the risk of
bothersome OAB symptoms after POP surgery. Few studies
have assessed the operated compartment in relation to the
presence of postoperative OAB [11–13, 15–20], and most
could not demonstrate better results for surgery in the
anterior compartment [11, 13, 15, 19, 20].
Our study showed that urinary urge incontinence
symptoms decreased more in case the anterior compartment
was operated as compared to the other compartments. A
Table 2 Overall and compartmental POP-Q stages at baseline and at
postoperative follow-up
Stage Preoperative
a Postoperative
b P
Overall 0 0 (0%) 42 (8.9%) 0.000
1 0 (0%) 195 (41.1%)
2 207 (41.0%) 215 (45.4%)
3 283 (56.0%) 18 (3.8%)
4 15 (3.0%) 4 (0.8%)
Anterior 0 35 (6.9%) 171 (36.1%) 0.000
1 116 (23%) 139 (29.3%)
2 160 (31.7%) 148 (31.2%)
3 180 (35.6%) 12 (2.5%)
4 14 (2.8%) 4 (0.8%)
Posterior 0 36 (7.1%) 250 (52.7%) 0.000
1 89 (17.6%) 144 (30.4%)
2 232 (45.9%) 69 (14.6%)
3 134 (26.5%) 7 (1.5%)
4 14 (2.8%) 4 (0.8%)
Central
a 0 40 (8.2%) 130 (27.4%) 0.000
1 352 (72.6%) 320 (67.5%)
2 32 (6.6%) 14 (3.0%)
3 49 (10.1%) 6 (1.3%)
4 12 (2.5%) 4 (0.8%)
Data are presented as number of women (percentage). P=p value
using McNemar comparing preoperative versus postoperative POP-Q
in the anterior, posterior and central compartment
aNote that data on 20 patients are missing preoperatively
bNote that data on 31 patients are missing postoperatively
Table 3 Pre- and postoperative bother and de novo moderate to severe bother
Preoperative Postoperative P
a
No symptoms or little or no
bother
Moderate to severe
bother
No symptoms or little or no
bother
Moderate to severe
bother
De novo
Frequency 320 (63.4%) 185 (36.6%) 410 (81.2%) 74 (14.6%) 31 (6.1%) 0.000
Urgency 323 (64.0%) 182 (36.8%) 415 (82.2%) 65 (12.9%) 25 (5.0%) 0.000
Urge
incontinence
398 (78.8%) 107 (21.2%) 447 (88.5%) 31 (6.1%) 27 (5.3%) 0.000
Nocturia 368 (72.9%) 137 (27.1%) 421 (83.4%) 56 (11.1%) 28 (5.5%) 0.000
aP value using McNemar comparing the pre- versus postoperative bother of OAB symptoms
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underwent surgery in more than one compartment.
The preoperative POP-Q stage was also assessed as a
predictorofpostoperative OABsymptoms.Inthemultivariate
analysis, postoperative frequency and urgency appeared less
common in women with higher preoperative POP-Q stages.
Two previous studies showed heterogeneous results in this
respect [21, 22].
It appeared that for different OAB symptoms, different
risk patterns emerge. For a symptom such as nocturia, this
is understandable. The presence of nocturia may be more
dependent on external factors such as poor sleep and
nocturnal polyuria, which are both unlikely to be influenced
by the presence of a vaginal prolapse, and probably more
related to cardiac condition [23].
However, for the trias urgency, frequency and urge
incontinence, a more uniform pattern was expected.
Apparently, not all these symptoms are influenced by the
presence of a vaginal prolapse in a similar amount and by
similar pathophysiology.
The absence of preoperative OAB symptoms was by far
the best predictor for the absence of postoperative OAB
symptoms. In the univariate analysis, this holds for all
symptoms, but in the multivariate model, the absence of
frequency protects against the presence of postoperative
frequency, urgency and urge incontinence; the absence of
urgency protects only against urgency postoperatively; and
the absence of urge incontinence protects not only against
postoperative urge incontinence but also against frequency
and nocturia. The absence of nocturia protected against
postoperative frequency and nocturia, with an OR of more
than 7 (as high as 7.4 (95% CI 4.2; 13.2)).
Interestingly, we have found that an operation with the
use of vaginal mesh material (Prolift®) had a favourable
effect on urgency symptoms as compared to conventional
surgery. Other studies have also shown this improvement of
the symptoms after mesh application, but overall, the
literature is inconclusive [16, 18, 19].
Another interesting finding of this study was that we have
found that previous hysterectomy was a predictor for
bothersome postoperative urgency. In the previous literature,
we found that patients with vault prolapse after previous
hysterectomy frequently report symptoms of urgency (79%),
as well as other OAB symptoms (urge incontinence 63%,
frequency and nocturia (42%)) [24].
Pathophysiology of OAB in relation to POP
In general, OAB symptoms in relation with POP are still
poorly understood. Possibly, bladder outlet obstruction is
the dominant factor, but neurogenic factors have also been
suggested [11, 25–30]. Therefore, if the pathophysiology is
not yet fully understood, it cannot be expected that the
effect of surgery, which can both induce and cure OAB
symptoms, will be easy to understand.
Strengths and weaknesses
Strengthsofthisstudyisthelargesamplesize,whichenables
multivariate analysis and the assessment of predictive factors
for postoperative OAB symptoms. Furthermore, the median
follow-up was 13 months, which is considerable as com-
pared to many other studies on POP surgery.
Weakness of the study might be that the translation of the
results may not be applicable to a surgical naive population,
because the study has been performed in two tertiary referral
centres with a high number of complex and recurrent
surgery. Our patient group is heterogenic with regards to
history as well as surgeries performed. The vast majority of
women had undergone previous urogynaecologic surgery,
and the majority of women underwent surgery in more than
one compartment, which hampers interpretation of results
percompartment.Sincebothparticipatingcentresaretertiary
referral centres, the patients’ complaints in relation to the
anatomic situation is sometimes difficult to understand and
may sometimes even be the reason for referral.
Conclusions
Bothersome OAB symptoms decreased after POP surgery.
Frequency and urgency were more likely to improve or
disappear as compared to urinary urge incontinence and
nocturia. De novo bothersome OAB symptoms appeared in
5–6% of women. The absence of bothersome OAB
symptoms preoperatively is the best predictor for the
absence of postoperative symptoms. Use of vaginal mesh
material had a favourable effect on urgency symptoms.
Table 4 UDI domain scores
Preoperative
domain score
Postoperative
domain score
P
a
Overactive
bladder
33.0 (27.1) 20.8 (23.0) 0.000
Incontinence
b 24.9 (26.6) 19.0 (22.2) 0.000
Obstructive
micturition
c
28.4 (29.4) 15.3 (22.4) 0.000
Genital
prolapse
d
51.4 (33.6) 6.0 (15.6) 0.000
Data are presented as number of women (percentage) or mean (SD)
aP value using paired t test comparing the pre- versus postoperative UDI
domain scores
bNote that data on 15 patients are missing
cNote that data on 13 patients are missing
dNote that data on 27 patients are missing
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Frequency OR
(95% CI)
Urgency OR
(95% CI)
Urge incontinence OR
(95% CI)
Nocturia OR
(95% CI)
Follow-up (months) 1.0 (0.91; 1.0) 1.0 (0.9; 1.0) 1.0 (0. 9; 1.0)
a 1.0 (1.0; 1.1)
Age (years) 1.0 (1.0; 1.0) 1.0 (1.0; 1.0) 1.0 (1.0; 1.0) 1.0 (1.0; 1.0)
a
Parity ≤2 Ref. Ref. Ref. Ref.
>2 0.9 (0.6; 1. 5) 0.7 (0. 5; 1.2)
a 0.7 (0.4; 1.2)
a 1.1 (0.7; 1.7)
Body mass index (kg/m
2) 1.1 (1.0; 1.1) 1.0 (1.0; 1.1) 1.0 (1.0; 1.1) 1.1 (1.0; 1.1)
a
Postmenopausal status
b Yes 1.0 (0. 5; 2.0) 1.4 (0.6; 3.1) 0.8 (0.4; 1.8) 1.3 (0.6; 2.8)
No Ref. Ref. Ref. Ref.
Previous urogynaecological surgery
Prolapse surgery
c Yes 1.0 (0.7; 1.6) 1.3 (0.8; 2.0)
a 1.2 (0.7; 2.1) 1.4 (0.9; 2.2)
a
No Ref. Ref. Ref. Ref.
Hysterectomy
d Yes 1.3 (0.8; 2.1)
a 1.9 (1.1; 3.2) 1.3 (0.7; 2.4) 0.9 (0.6; 1.5)
No Ref. Ref. Ref. Ref.
Incontinence surgery
e Yes 1.7 (0.96; 3.1)
a 1.2 (0.7; 2.3) 2.1 (1. 1; 4.2) 1.4 (0.7; 2.7)
a
No Ref. Ref. Ref. Ref.
Type of surgery
Anterior compartment Yes 0.7 (0.4; 1.1)
a 0.5 (0.3; 0.8) 0.6 (0.3; 1.0) 0.9 (0.6; 1.5)
No Ref. Ref. Ref. Ref.
Posterior compartment Yes 0.9 (0.5; 1.6) 1.1 (0.6; 1.9) 1.0 (0.5; 2.0) 0.6 (0.4; 1.0)
a
No Ref. Ref. Ref. Ref.
Central compartment Yes 0.5 (0.3; 1.1)
a 0.7 (0.3; 1.2)
a 0.3 (0.1; 0.8) 0.6 (0.3; 1.3)
a
No Ref. Ref. Ref. Ref.
Concomitant stress incontinence surgery Yes 1.4 (0.5; 3.82) 1.9 (0.7; 5.1)
a 1.9 (0.6; 5.8)
a 0.5 (0.1; 2.3)
No Ref. Ref. Ref. Ref.
Mesh Yes 0.9 (0.6; 1.4) 0.6 (0.4; 0.9) 1.2 (0.7; 2.0) 0.9 (0.6; 1.5)
No Ref. Ref. Ref. Ref.
Preoperative POP-Q stage
Anterior 0/1 Ref. Ref. Ref. Ref.
2 0.7 (0.4; 1.2) 0.5 (0.3; 0.9) 0.7 (0.4; 1.4) 0.7 (0.4; 1.3)
3/4 0.5 (0.3; 0.9) 0.3 (0.2; 0.5) 0.4 (0.2; 0.9) 0.7 (0.4; 1.2)
Posterior 0/1 Ref. Ref. Ref. Ref.
2 0.6 (0.36; 1.0) 0.8 (0.4; 1.4) 0.6 (0.3; 1.2) 0.6 (0.3; 1.0)
3/4 1.1 (0.6; 1.9) 1.5 (0.8; 2.6) 1. 3 (0.6; 2.54) 0.9 (0.5; 1.5)
Central 0/1 Ref. Ref. Ref. Ref.
2 0.4 (0.1; 1.5) 1.0 (0.4; 2.6) 0.2 (0.0; 1.7) 0.7 (0.2; 2.2)
3/4 1.1 (0.6; 2.2) 0. 6 (0.3; 1.3) 0.6 (0.2; 1.7) 1.4 (0.7; 2.7)
Moderate to severe bother preoperative
OAB symptoms
Frequency Yes 9.52 (5.6; 16.1) 6.4 (3.8; 10.6) 4.6 (2.6; 8.43) 3.7 (2.3; 6.1)
No Ref. Ref. Ref. Ref.
Urgency Yes 6.0 (3.7; 9.8) 7.4 (4.4; 12.5) 3.9 (2.2; 7.0) 2.5 (1.5; 4.0)
No Ref. Ref. Ref. Ref.
Urge incontinence Yes 4.4 (2.7; 7.15) 2.8 (1.7; 4.6) 5.5 (3.1; 9.8) 2.4 (1.5; 4.1)
No Ref. Ref. Ref. Ref.
Nocturia Yes 4.4 (2.7; 7.0) 3.5 (2.2; 5.6) 2.1 (1.2; 3.7) 8.45 (5.0; 14.0)
No Ref. Ref. Ref. Ref.
Other preoperative micturition symptoms
Stress incontinence Yes 7.9 (4.5; 14.0) 6.2 (3.5; 11.0) 22.0 (11.5; 42.3) 2.4 (1.3; 4.4)
No Ref. Ref. Ref. Ref.
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Frequency Urgency Urge incontinence Nocturia
Follow-up (months) 0.9 (0.9; 1.0)
a
Previous urogynaecological surgery
Hysterectomy
b Yes 2.3 (1.2; 4.3)
No Ref.
Type of surgery
Anterior Yes 0.5 (0.2; 1.0)
No Ref.
Mesh Yes 0.4 (0.2; 0.8)
No Ref.
Preoperative POP-Q stage
Anterior 0/1 Ref. Ref.
2 0.8 (0.4; 1.5) 0.5 (0.3; 1.0)
3/4 0.4 (0.2; 0.8) 0.3 (0.2; 0.7)
Posterior 0/1 Ref.
2 0.5 (0.2; 0.9)
3/4 0.9 (0.4; 1.9)
Moderate to severe bother preoperative OAB symptoms
Frequency Yes 6.1 (3.3; 11.3) 2.9 (1.4; 5.9) 2.8 (1.3; 6.1)
No Ref. Ref. Ref.
Urgency Yes 4.1 (2.0; 8.4)
No Ref.
Urge incontinence Yes 2.1 (1.11; 3.7) 4.1 (1.9; 8.7) 2.4 (1.2; 4.8)
No Ref. Ref. Ref.
Nocturia Yes 1.8 (1.0; 3.2) 7.4 (4.2; 13.2)
No Ref. Ref.
Other preoperative micturition symptoms
Stress incontinence Yes 0.4 (0.2; 0.8)
No Ref.
Urinary retention Yes 2.0 (1.1; 3.6)
No Ref.
Variance explained by the model
c 32.1% 31.8% 21.7% 26.2%
All factors of the univariate analysis with P<0.3 are included in the multivariate logistic regression analysis
aNot significant P>0.05
bNote that data on 15 patients are missing
cNagelkerke R
2
Table 5 (continued)
Frequency OR
(95% CI)
Urgency OR
(95% CI)
Urge incontinence OR
(95% CI)
Nocturia OR
(95% CI)
Urinary retention Yes 16.5 (8.9; 30.8) 10.4 (5.7; 18.7) 10.2 (5.4; 19.1) 7.5 (4.2; 13.5)
No Ref. Ref. Ref. Ref.
All values with P<0.05 are illustrated in italics
aP<0.3; the factors with P<0.3 were included in the multivariate logistic regression analysis
bNote that data on 19 patients are missing
cNote that data on 18 patients are missing
dNote that data on 15 patients are missing
eNote that data on 21 patients are missing
1148 Int Urogynecol J (2010) 21:1143–1149Conflicts of interest None.
Open Access This article is distributed under the terms of the
Creative Commons Attribution Noncommercial License which per-
mits any noncommercial use, distribution, and reproduction in any
medium, provided the original author(s) and source are credited.
References
1. Digesu GA, Chaliha C, Salvatore S, Hutchings A, Khullar V
(2005) The relationship of vaginal prolapse severity to symptoms
and quality of life. BJOG 112(7):971–976
2. Olsen AL, Smith VJ, Bergstrom JO, Colling JC, Clark AL (1997)
Epidemiology of surgically managed pelvic organ prolapse and
urinary incontinence. Obstet Gynecol 89(4):501–506
3. Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten U et
al (2002) The standardisation of terminology of lower urinary
tract function: report from the Standardisation Sub-committee of
the International Continence Society. Neurourol Urodyn 21(2):
167–178
4. Lawrence JM, Lukacz ES, Nager CW, Hsu JW, Luber KM (2008)
Prevalence and co-occurrence of pelvic floor disorders in
community-dwelling women. Obstet Gynecol 111(3):678–685
5. Miedel A, Tegerstedt G, Maehle-Schmidt M, Nyren O, Hammar-
strom M (2008) Symptoms and pelvic support defects in specific
compartments. Obstet Gynecol 112(4):851–858
6. de Boer TA, Salvatore S, Cardozo L, Chapple C, Kelleher C, Van
Kerreboreck P et al (2009) Pelvic organ prolapse and overactive
bladder. Neurourol Urodyn 29(1):30–39
7. Uebersax JS, Wyman JF, Shumaker SA, McClish DK, Fantl JA
(1995) Short forms to assess life quality and symptom distress for
urinary incontinence in women: the incontinence impact ques-
tionnaire and the urogenital distress inventory. Continence
Program for Women Research Group. Neurourol Urodyn 14(2):
131–139
8. Van Brummen HJ, Bruinse HW, Van de Pol PG, Heintz AP, Van
der Vaart CH (2006) Defecatory symptoms during and after the
first pregnancy: prevalences and associated factors. Int Urogyne-
col J Pelvic Floor Dysfunct 17(3):224–230
9. Van der Vaart CH, de Leeuw JR, Roovers JP, Heintz AP (2003)
Measuring health-related quality of life in women with urogenital
dysfunction: the urogenital distress inventory and incontinence
impact questionnaire revisited. Neurourol Urodyn 22(2):97–104
10. Vierhout ME (2004) Diagnosis of uterovaginal prolapse. Ned
Tijdschr Geneeskd 148(49):2432–2436
11. Basu M, Duckett J (2009) Effect of prolapse repair on voiding and
the relationship to overactive bladder and detrusor overactivity. Int
Urogynecol J Pelvic Floor Dysfunct 20(5):499–504
12. Brubaker L, Cundiff GW, Fine P, Nygaard I, Richter HE, Visco
AG, Zyczynski H, Brown MB, Weber AM (2006) Abdominal
sacrocolpopexy with Burch colposuspension to reduce urinary
stress incontinence. N Engl J Med 354(15):1557–1566
13. Chaikin DC, Groutz A, Blaivas JG (2000) Predicting the need for
anti-incontinence surgery in continent women undergoing repair
of severe urogenital prolapse. J Urol 163(2):531–534
14. Digesu GA, Salvatore S, Chaliha C, Athanasiou S, Milani R,
Khullar V (2007) Do overactive bladder symptoms improve after
repair of anterior vaginal wall prolapse? Int Urogynecol J Pelvic
Floor Dysfunct 18(12):1439–1443
15. Miedel A, Tegerstedt G, Morlin B, Hammarstrom M (2008) A 5-
year prospective follow-up study of vaginal surgery for pelvic
organ prolapse. Int Urogynecol J Pelvic Floor Dysfunct 19
(12):1593–1601
16. Natale F, La Penna C, Padoa A, Panei M, Cervigni M (2008) High
levator myorrhaphy for transvaginal suspension of the vaginal
apex: long-term results. J Urol 180(5):2047–2052
17. Nguyen JK, Bhatia NN (2001) Resolution of motor urge
incontinence after surgical repair of pelvic organ prolapse. J Urol
166(6):2263–2266
18. Sivaslioglu AA, Gelisen O, Dolen I, Dede H, Dilbaz S, Haberal A
(2005) Posterior sling (infracoccygeal sacropexy): an alternative
procedure for vaginal vault prolapse. Aust NZ J Obstet Gynaecol
45(2):159–160
19. Sivaslioglu AA, Unlubilgin E, Dolen I (2008) A randomized
comparison of polypropylene mesh surgery with site-specific
surgery in the treatment of cystocoele. Int Urogynecol J Pelvic
Floor Dysfunct 19(4):467–471
20. Weber AM, Walters MD, Piedmonte MR, Ballard LA (2001)
Anterior colporrhaphy: a randomized trial of three surgical
techniques. Am J Obstet Gynecol 185(6):1299–1304
21. Burrows LJ, Meyn LA, Walters MD, Weber AM (2004) Pelvic
symptoms in women with pelvic organ prolapse. Obstet Gynecol
104(5 Pt 1):982–988
22. Dietz HP, Clarke B (2001) Is the irritable bladder associated with
anterior compartment relaxation? A critical look at the ‘integral
theory of pelvic floor dysfunction’. Aust NZ J Obstet Gynaecol 41
(3):317–319
23. Asplund R (2005) Nocturia in relation to sleep, health, and
medical treatment in the elderly. BJU Int 96:15–21
24. Wall LL, Hewitt JK (1994) Urodynamic characteristics of women
with complete posthysterectomy vaginal vault prolapse. Urology
44(3):336–341
25. Coates KW, Harris RL, Cundiff GW, Bump RC (1997) Uro-
flowmetry in women with urinary incontinence and pelvic organ
prolapse. Br J Urol 80(2):217–221
26. Ferguson DR, Kennedy I, Burton TJ (1997) ATP is released from
rabbit urinary bladder epithelial cells by hydrostatic pressure
changes—a possible sensory mechanism? J Physiol 505(Pt
2):503–511
27. Liang CC, Chang YL, Chang SD, Lo TS, Soong YK (2004)
Pessary test to predict postoperative urinary incontinence in
women undergoing hysterectomy for prolapse. Obstet Gynecol
104(4):795–800
28. Long CY, Hsu SC, Sun DJ, Chen CC, Tsai EM, Su JH (2002)
Abnormal clinical and urodynamic findings in women with severe
genitourinary prolapse. Kaohsiung J Med Sci 18(12):593–597
29. Rosenzweig BA, Pushkin S, Blumenfeld D, Bhatia NN (1992)
Prevalence of abnormal urodynamic test results in continent
women with severe genitourinary prolapse. Obstet Gynecol 79
(4):539–542
30. Sun Y, Chai TC (2004) Up-regulation of P2X3 receptor during
stretch of bladder urothelial cells from patients with interstitial
cystitis. J Urol 171(1):448–452
Int Urogynecol J (2010) 21:1143–1149 1149